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3. Abstract
Background
HIV/AIDS is a family disease and one of the models used in care of PLHIVs is a chronic care model with
family focused care. Family focused care has potential to improve adherence to ART, quality of life and
prevention of HIV transmission and early identification of infected   family members. One of the
component of family focused care is HIV counseling and testing of undiagnosed family members of ART
clinic attendants.
Objective:To assess the practice of ART clinic attendants’ family member tracing for HIV counseling
and testing, and associated factors in Addis Ababa Public Hospitals.
Methods:A cross-sectional  facility based study was carried out between February 24-April05,2011
using structured,  interviewer administered   questionnaire among  ART clinic attendants of Zewditu,
Yekatit and Menillik hospitals . In-depth withselected clinic attendants and  key informant  interview
with purposively selected providers were used to supplement the quantitative part.A total of 420 male
and female ART clinic attendants were involved in the study. SPSS version 16.0 was used for statistical
analysis. Thematic analysis  was used for qualitative part.
Result.Among the respondents20.5%(85) said  their spouses /partners are not tested for HIV.Of these
almost all97.6%(83) were counseled by ART clinic staffs to bring their family member for  HIV
counseling and testing. Of 411 reported children by respondents, 44% (185) were not tested for HIV.
Disclosure to spouse was found to be positively associated with tracing practice of family members for
HIV counseling and testing. Perceived no HIV infection and fear of child being positive in case of tracing
children and fear of separation and violence in case of partner tracing were identified as barriers for
family membertracing.
Conclusion and Recommendation:    There are considerable number of  undiagnosed family
members of  ART clinic attendants that require attention. The counseling service need to be strengthened
to access those untested family members.
8 | P a g e
4. Introduction
Since its first identification in 1981 ,HIV/AIDS has been  a major public health problem globally
.According to  UNAIDS epidemic report 33.4 million people are believed to be living with the
virus world wide. Sub-Saharan Africa continued to be the region most affected by the AIDS
epidemic bearing nearly 70% of the global burden. However, AIDS related mortality has reduced
significantly since the widespread availability of anti-retroviral therapy (ART) in the past few
years in the region [1].
Ethiopia, being sub-Saharan African country, is also one of the hard hit countries by the
pandemic and HIV/AIDS has been a public health problem in the country for the last two
decades .The national single point adult prevalence is estimated to be 2.4% for the year 2010
while the estimated total number of PLHIV in same year is 1.2 million [2].
With introduction of free ART service in the country in 2005 in few government hospitals and
subsequent service scale up to the health center level, mortality and morbidity due to HIV/AIDS
has been significantly reduced. Highly active anti-retroviral therapy (HAART) has also
transformed HIV in to chronic manageable disease improving survival and productivity of
PLHIVs [4].
By the end of January 2010 the number of PLHIVs  who were ever put on ART was 246,347
while the estimated total number of PLHIVs in need of ART in the same year was 397,818
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indicating a 61% access and 39% of gap in making the service available to those who need
it[2,3].
Addis Ababa being the capital, is one of the highly affected regions in the country .The adult
HIV prevalence of the city is 9.2% and the total number of people living with the virus is
estimated to be 210,306[2].
By the end of January 2010,the total number of PLHIV who were ever put on ART in various
public and private health facilities of Addis Ababa were 62,478[3].
One of the models used in care of PLHIVs is a chronic care model with family focused care.
Family focused care has potential to improve adherence to ART, quality of life and prevention of
HIV transmission to the family members. Furthermore family focused care has advantage of
accessing ART clinic attendants’ undiagnosed family members for HIV counseling and testing as
the later has high risk of HIV infection. Family focused care also has a place in early
identification of HIV cases in the family and linking them to chronic HIV/AIDS care services
.The early identification and linking has clearly evidenced benefit on the survival and other
outcomes of HIV/AIDS care services. Special concern to the early identification of child family
members is the fact that 50% of pediatric HIV cases succumb to AIDS before celebrating their
2nd year  while contrary to this fact the pediatric ART uptake in many settings has always been
low [2,3,5,6,7]
With some evidences showing significant HIV discordance couples rate among ART attendants
in some settings .Counseling and testing of spouse of index ART attendants has also importance
in identifying discordant couples, and taking necessary counseling and other measures to prevent
transmission. In addition, prior knowledge of HIV status of couples has significant effect on the
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prevention of mother to child transmission of HIV which is currently a major challenge in the
efforts of controlling HIV infection [9]
Family focused  care  based , HIV counseling and testing has a place in contributing to universal
access of HIV care by identification and linkage to ART service of HIV infected family
members. Universal access of HIV care is  one of the global targets in the efforts of HIV
prevention and control with implication for Millennium Development Goal (MDG) which
Ethiopia had also committed[10,11].
In addition various studies have shown that increasing the number of individuals diagnosed with
HIV and putting on ART has the potential to significantly reduce the pace of HIV epidemic [12].
One of the challenges to ART service access, in addition to the geographic barrier, is in testing
and identifying positive cases to link to the ART service. In this regard, family focused based
HIV counseling and testing has significant role in identifying positive cases in more efficient
way than conventional voluntary counseling and testing(VCT) and provider initiated testing and
counseling(PITC) [13].
In these contexts family focused care is implemented and is being practiced in ART clinics of
health facilities where the index cases are counseled by ART clinicians as well as patient support
groups like adherence supporters, case managers and peer educators to bring their family
member for HIV counseling and testing.
Despite evidences that it is an effective strategy for reaching populations at high risk for HIV
infection, index case family member HIV counseling and testing remains highly under used in
many health facilities [13].
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5. Significance of the study
To the best knowledge of the investigator, there are no studies in this country that tried to assess
the extent of practice of family focused care based HIV counseling and testing of family
members of ART clinic attendants.
In light of this the investigator is interested in assessing the extent of the practice of HIV
counseling and testing of family members of ART clinic attendants in Addis Ababa public
hospitals.
It is also the expectation of the investigators that the finding generated from this study will
contribute to the knowledge, understanding, challenges and associated factors of the practice and
will help in developing interventions measures. Where studies in related issue has not been done
so far, this study may serve as bench mark study for similar or related future studies.
6. Literature review
It is well known that HIV counseling and testing (HCT) is a key strategic entry point to
prevention, treatment, care and support services of HIV/AIDS. However surveys in twelve high
burden sub-Saharan African countries showed that a median of just 12% of men and 10% of
women in general population had been tested for HIV and received their results. The result of
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low coverage and uptake of HIV testing and counseling and low level of knowledge of HIV
status is that the majority of people living with HIV access HIV testing and counseling only
when they already have advanced clinical disease[14-16]
To achieve universal access to treatment, prevention and care it requires universal knowledge of
HIV status which depends on the health system capacity to identify those who are HIV positive,
notably at early stage of infection, and link the newly diagnosed to effective treatment and care
services [17].
World Health organization (WHO) estimates that currently additional 5 million people living
with HIV (PLHIVs) are in need of treatment worldwide. By 2015 the number in need of
treatment is anticipated to raise to 22 million. Of those in need of treatment approximately 70%
live in sub-Saharan Africa where an estimated 80% are unaware of their status ,and nearly 90%
are unaware of their partner’s status [10,16].
It needs varied approaches and strategies, depending on the setting, to identify more positive
cases and put on treatment. One of the strategies which is being utilized currently in many high
prevalence setting is provider initiated testing and counseling. More targeted intervention
strategies for identification of HIV positive cases among high risk groups like family members
/partners of PLHIVs attending facility level care is effective way of identifying positive
cases[9,13].
A study done in Cuba demonstrated that contact tracing for detection of positives could be
suitably used to remedy inadequacies in a universal HIV testing program when designing
effective interventions measures [18].
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On the other hand evidences suggests that most new HIV infections originate from HIV infected
persons not yet aware of their infection [18].This emphasizes the need to identify HIV infected
persons and link them to medical, prevention and other services as soon as possible after they
become infected. One strategy for accomplishing this is the intervention in ART clinic
attendants’ family member counseling and referral service for HIV counseling and testing
,including partner notification [20-22].
Further studies reviewed the effectiveness of partner notification and testing with summarized
five findings:1) Many  if not most , HIV-infected individuals will co-operate in notifying spouse
or at least some of their sex partner.2) Spouses/sex partners are generally receptive to being
notified and will seek HIV testing.3) Patient referral is probably not as effective as provider
referral in reaching sex partners.4) Spouse sex/partners often are unaware of or misunderstand
their HIV risks, and. 5) Spouses/sex partners frequently have high risk of HIV infection.[22]
In a study done in New York city in 2006 -2007 among index cases, especially in men having
sex with men(MSM) revealed that the traced cases are most likely to result in diagnosis of
positive cases. In another similar study in US California, determined that 125(20.5%) of 610
tested partners of HIV index patients have HIV infections that were undiagnosed previously [23].
In  a cross-sectional survey done in Malawi, of 832 patients at a large urban ART clinic in
Blantyre, it was found that 81.2%  of 1223 children and 37.7% of 488 spouses of adult ART
patient were reportedly not HIV tested .In the same study children under the age of 8 years (
[aOR] 2.76), children of female patients ([AOR]2.53) and of patients whose partners had been
HIV tested( [AOR] 2.87) were significantly more likely to have been tested for HIV [24].
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In another study done in Uganda, of the 2,373 household members of index HIV cases 2348
(99%) accepted HIV counseling and testing. HIV prevalence among household members was
7.5% and varied by age with 9.5% among children aged 0-5 years and 2.9% among persons aged
2-24 years ,and 37.1% among adults aged 25-44 years. Of the household members with HIV,
74% had never been previously tested, and 39% of these were clinically eligible for ART. Of the
120 spouses of ART attendants that were tested for HIV,52(43%) were HIV negative, and of
these ,99% had not been previously tested. The study also showed that of 120 spouses of patients
on ART tested,52(43%) were HIV negative i.e. discordant couples. The same study showed that
counseling and testing service to household members of people initiating ART was well accepted
and resulted in the detection of a large number of previously undiagnosed HIV infection and
HIV discordant relationships [9].
In some setting where tracing for HIV counseling and testing interventions is well developed, it
is documented that there are several strategies for tracing of partners .Some are :1) Provider
referral, the clinical care provider or health department staff, with permission from the HIV-
infected client ,informs the partner and refers him or her to counseling, testing and other support
services .2) Patient or client referral, the HIV infected person accepts full responsibility for
informing his or her partners of their possible exposure to HIV and for referring them to HIV
counseling and testing services which is the type being utilized in our setting. 3) Dual referral,
where the HIV-infected client and the provider inform the partner together.4) Home basedVCT,
where the counseling and testing service will be given at household level.[25]
When it comes to our setting in facilities where there is ART service, family member/partner
tracing mainly involve the patients after appropriate counseling service is given .The counseling
and facilitation of family/partner tracing for HIV testing is done by clinicians in the ART clinic
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as well as by patient supports groups,non-professionals living with the virus( case managers
,peer educators) . In the process the clinicians and the support groups provide counseling service
for their clients visiting the clinic to bring their immediate family members/partners for HIV
counseling and testing.
In the family focused care approach design of ART clinics, ART clinic attendants bring their
undiagnosed children for HIV testing ,which will have impact on the low pediatric ART uptake
of our setting [2,3]. The family focused care has also potential of prevention of HIV transmission
to the partner in the case of discordant couples as well as prevention of mother to child
transmission of HIV (PMTCT),when both partners are aware of their HIV status. Furthermore
according to some studies, efforts to identify HIV-infected members and HIV-discordant
couples, in households of individual taking ART could theoretically reduce HIV transmission
and improve ART adherence [9].
One of the factors influencing the process of tracing of family members for HIV counseling and
testing of family member/partner is the issue of disclosure. A study done in Southern Nations
and Nationalities Peoples Region (SNNPR),Hawassa University referral hospital in 2006,showed
that 75.7% of women attending ART clinic had disclosed their HIV status to sexual partners
showing the possibility that disclosure may not be a major factor for tracing partner for HIV
counseling and testing [26].
The study in Uganda also showed that some of the barriers to HIV counseling and testing for
household members of index HIV case include, no perceived risk of infection, belief that partner
is already infected, distance from testing site and fear of knowledge of one’s HIV status[9].
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Finally, some of the limitations of the study findings referenced above are the fact that some of
the studies are done in different socio cultural settings. Some of them in well developed
countries, US. Characteristics of the study participants are also different than our setting, such as
sexual behavior and sexual orientation .Some of the studies were also not done in family focused
care based way, rather having objective of sexual partner identification and tracing. The fact that
some of the studies data source about the family HIV testing status and results is verbal data
from index cases rather than documented data makes the findings less strong.
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7. Objective
General Objective: To assess the practice of ART clinic attendants’ family member tracing for
HIV counseling and testing, and associated factors in Addis Ababa Public Hospitals.
Specific Objectives:
1. To determine HIV testing status of family members of ART clinic attendants.
2. To determine the level  of the practice of ART clinic attendants’ family member tracing
for HIV counseling and testing
3. To identify factors associated with the practice of family member tracing for HIV
counseling and testing.
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8. Methods
8.1 Study design: Facility based quantitative cross-sectional study with qualitative
part included to supplement quantitative part.
8.2 Study setting: The study was  conducted in Addis Ababa which is the capital city
of Ethiopia with a population of close to three million. There are ten public
hospitals in Addis Ababa. The threehospitals included in the study i.eZewditu,
Millinik and Yekatit  hospitals are the firs hospitals to start ART service in Addis
Ababa . All the three hospitals are under the Addis Ababa Regional Health
bureau. These three hospitals provide VCT,PMTCT,PITC and ART services
among others. At the time of the study Zewditu hospitals was serving  close to six
thousand patients and Menillik and Yekatit hospitals served close to three
thousand and four thousand patients respectively.
8.3 Source population: All patients on HIV/AIDS chronic care in Addis Ababa.
8.4 Study populations: Those patients on HIV chronic care in the selected hospitals
(Zewditu ,Minillik and Yekatit )Hospitals
Inclusion criteria:ART clinic attendants (either on PRE-ART or ART) who are greater than 18
years of age , who gave informed consent, not seriously sick, those on follow-up for at least 3
months ,those who are married  or have partner.
Exclusion criteria: In couples who are both on ART follow up in the same facility, one of the
couples will be excluded from the study to avoid double counting of family members.
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8.5 Sampling Procedures: The three hospitals were  selected  randomly by lottery
method from the ten public hospitals in Addis Ababa and study participants were
proportionally allocated to all the three hospitals based on their patient load.
Consecutive patients coming for follow-up, meeting the inclusion-exclusion
criteria were  interviewed until the required number of participants were reached.
8.6 Sample Size: The sample size was calculated using the standard formula
N= Z(α/2)2P(1-P)/D²
N= 1.962 (0.5x0.5)    = 384
0.052
Where N=Sample size
Z(α/2)2 =1.96 upper  percentile of standard normal distribution
P=Population proportion of index cases who  traced their family members for HIV counseling
and testing which is unknown there therefore 50%
D=Precision level which  was taken as 5% to detect difference of that level
Assuming non response rate of 10% final sample size will be =38+384=422
8.7 Data Collection: Interviewer administered pretested structured questionnaires
was  used by trained data collectors. Patient charts were used to review and
counter check relevant data. Data collectors were ART nurses working in the
respective hospitals and the supervisors were ART clinic focal persons of the
hospital. Data collectors and supervisors were trained for one day on the method,
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objectives and other technical procedures of the study before the data collection
was commenced. Data collection period was between February24  and April 5,
2011.
8.8 Operational definitions:
Tracing: Bringing partner/family member to health facility for counseling and testing
Family members: Spouse/sexual partner, children below 18 years of age
8.9 Qualitative Design and Data Collection: Principal investigator led  the
qualitative data collection with selected key informants of one ART clinician ,one
ART nurse   and one ART adherence supporter  in one of the hospitals ,Zewditu
Hospital.  The  in-depth interview was conducted using pre-prepared interview
guide with purposively selected three  PLHIVs having undiagnosed family
member who fulfilled  the inclusion-exclusion criteria of quantitative part but
those not included in the cross-sectional part. The in-depth interview was stopped
after three interviews as there was no new information coming i.e saturation point
was reached. The qualitative interview was conducted in one of the hospitals,
Zewditu , as this is one of the  first hospital which started ART service in this
country. Tape recorder was  used in order not to miss information during the
interview. The qualitative data was  analyzed by thematic area and the finding
was used to supplement the qualitative part.
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8.10 Variables:
8.10.1 Dependent Variables:
Presentence of HIV  untested family member of the ART clinic attendant.
HIV testing status of family members of ART clinic attendants.
8.10.2 Independent Variables:
1. Socio-demographic characteristics:(age,sex,ethiniciy,educationalstatus,religion,marital
status, occupation and income status)
2. Disclosure status:(not disclosed, already disclosed)
3. Counseling service given at the ART clinic: (counseled to bring family members, not
counseled to bring partner or family member)
4. Psychological factors:(stigma ,active substance and alcohol use )
5. Age of the child if the related person is child:
8.11 Data analysis Procedures: Data was  entered, cleaned and  checked for
reliability using EPI-info version 3.5.1 statistical software . The data was then
exported to SPSS version 16.1 statistical software for final analysis. Univariate
and multivariate analysis  as well as  logistic regression  was done on the relevant
dependent and independent variables. The strength of association was measured
using odds ratio with 95% confidence interval(CI). Thematic analysis was used
for the qualitative part.
9 Ethical consideration: Ethical clearance was  obtained from Gondar University/ ACIPH
Ethical Review Committee(ERC). Upon submitting the  ethical clearance to Addis Ababa
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Regional Health Bureau,letter of permission was  provided to conduct the study in the
selected hospitals. Each interview was  conducted  after obtaining informed consent and
ensuring confidentiality. Any identifier information was not recorded on the questionnaires.
10 Dissemination of results:The results will be submitted to Addis Ababa Health Bureau,
in addition it will be given to Ethiopian Public Health Association (EPHA) and other relevant
agents for possible presentation or publication
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11 Results
A total of 420 ART clinic attendants responded to the interview  giving 100% response rate. The finding
is presented in three main sections, namely Socio-demographic characteristics, Spouse/partner testing
status and tracing practice ,Children testing status and tracing practice.
11.1 Socio-demographic characteristics
The mean age of the respondents was 35.9+ 7.7years while  the median age was 35 years . Most of the
respondents 332(79.0 %) were in the age group of (21-40). Greater proportion  of the respondents were
female 60.1%(254) whereas the proportion of males was 39.9%(166). Majority of the study participants
363(86.4%) were married while 41(9.1%) were unmarried. Of the total respondents most ,245(58.3%)
were  Amhara by ethnicity while 95(22.6%) were Oromo and the rest 19.1 %   were  Gurahghie,Tigrhie,
Walaita and  others. Majority of the participants  72.6%(305) were Orthodox Christians by religion while
16.7% (70) were Protestants and only 9.3% (39) were Muslims. Two hundred one (47.9%) of the
participants were  literate to the level of high school and  103(24.5%) have diploma or above. Majority
38.6%(162) didn’t  know their monthly income or they said it is variable and significant proportion of the
respondents 62.9%(264) said they are activity working but 34% (143)  were unemployed and 0.5%(2)
were students. Majority of the participants 93.8% (394) responded that they did not have any addiction
while 2.6%(26) said they are addicted to one or more substances. As indicated in table 1 higher number of
respondents 344(81.9%) live with their  family while  7.1% (30) live alone and 6.4%(27) live with their
parents.
Table 1: Socio-demographic characteristic of (n=420) study participants from ART clinics of
Zewditu,Yekatit and Minillik Hospitals ,February 24-April05,2011
Variable Number Percent
Sex
Male
Female
166
254
39.5%
60.5%
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Age group
<20
21-39
40-59
>60
2
305
107
6
.5%
72.6%
25.5%
1.4%
Marital status
Married
Unmarried
363
41
86.4%
9.1%
Ethnicity
Amhara
Oromo
Tigrie
Guraghie
Others
245
95
52
21
7
58.3%
22.6%
12.4%
5%
1.7%
Religion
Orthodox
Catholic
Protestants
Muslims
Other
305
2
70
39
2
72.6%
0.5%
16.7%
9.3%
0.5%
Level of education
Illiterate
Read and write
16
21
3.8%
5%
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Grad1-6
Grade7-12
Diploma and above
79
201
103
18.8%
47.9%
24.5%
Monthly income
Less than 100 Birr
100-200
252-500
501-999
1000 and above
Variable /don’t know
8
18
55
87
90
162
1.9%
4.3%
13.1%
20.7%
21.4%
38.6%
Working situation
Actively working
Jobless
Pensioner
Student
264
143
10
2
62.9%
34.0%
2.4%
.5%
11.2 Spouse /Partner testing status and tracing  practice.
Most of the respondents 50%(210) knew their HIV status three years prior to the date of the interview
while only 79(18.9%) knew their result less than one year prior to the interview.  Voluntary counseling
and testing was the  means  for most of  the respondents ,39.5%(166), to know their status at the time of
diagnosis followed by provider initiated counseling and testing which accounted for 29.3%(123) and only
small number of respondents 31 (7.4%)  were  tested  for HIV after being traced  and supported by their
family member who was ART clinic attendant  .Majority of the respondents 79.3%(333) were on ART at
the time of the interview while only 20.7%(67) were on pre-ART care.
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Among the participants significant proportion 86.4%(363) were   married and most couples 73.8%(310)
were living together for more than three years  with their spouse at the time of the interview .
As depicted in figure 1  among those 415(98.8%) respondents who have spouse most 330 (79.5 %) said
that their spouse knew his/her HIV status whereas 59 (14.2%)  said  their spouse did not know his/her
HIV status ,the rest 26(6.3%) were not sure of their spouses’ HIV status. As shown in figure 2 among
those spouses who knew their HIV status  most 222 (61.5%) were reportedly HIV positives the rest 109
(38.5%) were HIV negative showing significant number of discordant couples.
Figure 1: Reported HIV testing status of spouse of ART clinic attendants of  Zewditu,Yekatit and
Menillik hospitals ,February 24-April05,2011
HIV testing Status
330(79.5%)
59(12.4%)
26(6.3%
0
50
100
150
200
250
300
350
Known spouse HIV
statuse
Unknon spouse HIV
status
Not sure of spouse's
HIV status
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Figure 2  Reported spouse HIV status of ART clinic attendants of  Zewditu,Yekatit and Menillik hospitals
,February 24-April05,2011
HIV status
When asked how their spouse was tested for HIV 53.3% ( 326) responded saying they were tested
through voluntary counseling  testing(VCT)  followed by 24.2%(79)  tested  through support and tracing
in the  ART clinic   using the respondents as index case and the rest 22.5% were tested through other
ways like PITC ,during pregnancy and  when tested for certificate purpose. Of the spouses of respondents
who tested positive 89.2%(198)  were on follow up in chronic care clinic, most being 72.7%(152) on
ART, while the rest 10.8%(23) were not  on follow up.
As depicted in figure 2 significant proportion of the respondents 361(87.2%) had already disclosed their
HIV status to their spouse while only 53(12.8%) had not disclosed their HIV result  at the time of the
interview. Among those not disclosed 28( 52.8%)) were male  while 25(47.2%) were female. Greater
proportion  36(67.9%) of respondents said fear of separation from their spouse was one of the reasons
given for not disclosing to their spouse.
222(61.5%)
109(38.5%)
0
50
100
150
200
250
HIV postive HIV negative(discordant)
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Figure 3:    Status of disclosure to spouse ofART clinic attendants of  Zewditu,Yekatit and Menillik
hospitals ,February 24-April05,2011
Disclosure status
Of the 85  respondents who said their spouse/partner  did not know their status or were not sure of their
spouse’s HIV status,most 83(97.6%) were counseled by the ART clinic adherence supporters and
clinicians to bring their spouse to the clinic for HIV testing. However , only 2(2.4%) said  they were not
told or counseled  to bring their spouse for HIV testing. Out of the 79 respondents who said that their
spouse or partner did not know their status ,40(50.6%)    told  or suggested their spouse or partners to get
tested for HIV  the rest 49.4%( 39) did not tell or suggest their spouse to get tested for HIV.  Non-
disclosure was one of the reasons given by most respondents 27(69.2%) for not telling their spouse to get
tested for HIV while 3 (7.7%) of the respondents said they believed that there is no benefit in testing their
spouse ,few of the respondents said fear of stigma and perception that the spouse already knew his/her
status were  some of the reasons for not telling their spouse to get tested .
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Figure: 4 Counseling provided by ART clinic staffs  for respondents having  undiagnosed spouse(ART
clinic attendants of  Zewditu,Yekatit and Menillik hospitals ,February 24-April05,2011)
Counseling status
Among the reasons given by the respondents  for    spouse refusal of HIV testing  even after advice and
counseling by index cases were in most cases 20(25%) the spouse did not want to know their status
followed by feeling of no importance in getting tested for HIV several other reasons  including perceived
no  infection with HIV  and being busy.
Analysis using binary logistic regression  revealed that there was significant association, though with
wide CI OR 28 95%CI(7.2-108.8) between disclosure and   helping spouse/partner  to get HIV tested. As
depicted in the table ,others  like marital status , level of education , duration from time of diagnosis and
duration of living together with the partner were found to have no association with helping partner to get
tested of HIV.
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Table2: Logistic regression result of factors associated with index case counseling /helping untested
spouse /partner to get tested for  HIV(ART clinic attendants of  Zewditu,Yekatit and Menillik hospitals
,February 24-April05,2011)
Variables Respondent suggested or told
untested  spouse to get tested for
HIV
OR(95% CI)
Yes No Crude Adjusted
Sex
Male
Female
28
47
2
0
1
.000 (.000 .)
1
4.346 (.749
25.216)
Educational status
Illiterate
Can read & write
Elementary
High school
Diploma &abov.
2
9
22
28
14
0
0
0
1
1
1
1.000 (.000 .)
1.000 (.000 .)
5.770E7(.000 .)
1.154E8(.000,.0000)
1
000 (.000, .)
1.654 (.065 41.849)
3.693 (.263 51.905)
3.202 (.238 43.029
Substance use
Yes
No
5
70
0
2
1
4.616E7(.000 .)
1
.640 (.019 21.333)
Length of stay
with the partner
< 1 year
1-2 year
>3 years
1
25
48
0
0
2
1
1.000  ( .000)
6.731E7(.   .000)
1
0.000 (.000 .)
0.539 (.081 3.607)
Disclosure to the
partner
Yes
No
30
45
1
1
1
0.667(.040,11.074)
1
28 (7.2-108.8)*
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11.3 HIV testing status and  tracing practice of children
As shown in the figure4 ,of the 420 participants of the study 62.4% (262) have at least one child  less
than 18 years of age. From all the 262 respondents that have  at least one child  a total of  411
children were reported . Out of the 411 children   most 230(56%)  were tested for HIV and the rest
181 (44%) were not tested for HIV . Of those 230 children that were tested significant proportion
85.2%( 196) were reportedly HIV negative  but   14.5% (40) were HIV positive.
Figure4:  HIV testing status of  respondents’ children(ART clinic attendants of  Zewditu,Yekatit and
Menillik hospitals ,February 24-April05,2011)
HIV testing status
Of the   respondents having untested child  when asked whether they were told  by ART clinic staffs
to bring their child for HIV testing , 222(85%)  said they were told and  rest 15 % (n=38)  said they
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were not  told to bring their child . It was found that children less than 8 years of age were more likely
to get tested for HIV than children greater than 8 years of age COR 1.93 ,95% CI(1.301,2.881).
Among the reasons given by the respondents for not  getting their child tested  HIV  include  fear of
child  being positive , feeling of parents that their child does not have HIV , to leave the decision to
the child especially when age is  greater than 12 . Other reasons that were given by parents include ,
non-disclosure of self HIV status to the spouse and the child/children not living with the parents .
Table 3: Logistic regression result of selected factors associated with presence of untested
child in the family  (ART clinics of Zewditu,Yekatit and Minillik Hospitals ,February 24-
April05,2011)
Variables Presence of HIV untested
children in the family
OR(95% CI)
Yes No Crude Adjusted
Sex of Respondent
Male
Female
Total
53
56
109
38
112
150
1
2.789(1.649, 4.71) *
1
2.650(1.424, 4.930)*
Educational status
of respondent
Illiterate
Can read & write
Elementary
High school
Diploma &abov.
Total
7
5
24
44
29
259
7
4
26
86
27
140
1
0.800 (0.149 ,4.29)
1.08(0.331,3.54)
1.955(0.645,5.92)
.931(0.289,3.004)
1
2.150 (.305 15.154)
2.217 (.572 8.596)
3.737 (1.044 13.374)
2.214 (.510 9.620)
Disclosure to the
partner
Yes
No
Total
88
18
206
139
8
147
1
0.281(0.11, 0.675)
1
3.896(0.166,91.431)
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12Qualitative Result
12.1 In-depth interview finding
In-depth interview with  three ART clients who have one or more family member untested for HIV
revealed the following findings. One of the in-depth interview participant who does not want to be
identified said that she was initially tested for HIV for purpose of certificate to go to Middle East country
in search of job and her result turned out to be positive. She said “because I did not want to  tell my
husband  that I was going to Middle East I got tested for HIV at the time without my husband’s
knowledge”.Because of  this she is still living with her husband without telling  him that she is HIV
positive. She said  though I was counseled and told repeatedly by the ART clinic staffs to bring my
husband for HIV testing, I was not able to do this because she stated “ When I tell him about getting to be
tested for HIV together ,he asks me why do you raise this issue now? Why do you think about getting
tested for HIV now? and so on…”, .When asked about the benefit of getting tested her husband she
replied “ the first is from perspective of  freedom ,because my husband  does not  know my HIV status,
now  I am living with difficulties and worries ,had  I disclosed my result and had he been tested for HIV
and knew his status(could be negative or positive) I would have been living with freedom  ,the second is it
would be good if my husband knew his result  early before  serious illness come ,like me ,I knew my
result early before I became bedridden but now I am living healthy by taking my medications”. When
asked whether she has children less than 18 years of age she replied she has one and on  further  inquiry
of whether her  child was  tested for HIV she replied  the child was not tested for HIV   asked why  she
replied “ when I think of  testing my child for HIV I become worried thinking what would I do if she
would be HIV positive”.
Another in-depth interview participant a male who does not want to be identified said that he got tested
for HIV three years back when he was seriously sick and was admitted to a hospital.After being counseled
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by  health workers in the hospital he was tested for HIV and was told to be HIV positive. He said that he
is married for the last five years and has one child. When asked whether he was told or not to tell his
result to his wife and to get her tested  he said he was told by the staffs at the clinic. Asked whether he
told his HIV test result to his wife he  replied he had not done  so far. On further inquiries of why he did
not disclosed his result he said “ First, me and my wife are  not living together now because of  my
working station which is outside my home  and  some conflicts between us, therefore I could not tell her
my result and could not tell her to get tested for HIV. Second ,I thought she would get worried if I tell my
result to her now thus I decided to tell her when we are together and when we are stable” . When asked
about the benefits of getting tested for HIV he  said first it is important for planned living and second for
early follow up and treatment if one turns out to be HIV positive.
The third interview participant who again not wanted to be identified said that she was tested for HIV for
first time  two and half years back  voluntarily and her result was HIV positive. She is married for the last
four years. Asked whether she had disclosed her result to her husband she replied she had not done so ,so
far. Asked why she had not disclosed she replied”No, I didn’t  because I am dependent on him I fear
violence and separation as  he may be blaming me for this. Second  I suspect my husband that he is HIV
positive because he  got sick every time ,this is the reason that I got tested, and even I feel that he might
be  having follow up and treatment somewhere  thus I did not want to tell him ,I want  the issue to come
from him .”  On inquiry of whether she was told or supported by the clinic staff to bring her husband for
HIV testing she replied she was told several times and according to their advice she told her husband to
get tested for HIV together as new ones  but he refused to do so.
12.2 Key informant interview
Key informant interview with selected staffs of ART clinic of one of the hospital(Zewditu Hospital) ,head
physician of ART clinic ,adherence counselor nurse and   adherence supporter .
One of the key informant was  a senior physician,  who has been working in the ART clinic of Zewditu
hospital for the last six years. Up on inquiry of the practice of ART clinic attendants  family member
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tracing for HIV testing she replied “when new patients are coming for clinic follow up they will be
assessed whether they have spouse, partner or children  and it will be documented” . Following this she
said “when they are  stable we will always counsel patients to bring their untested  spouses ,partners or
children for HIV counseling and testing”. “Most of the time” she added“they bring their untested family
member for HIV testing but sometimes because of fear of violence and several  other reasons some
patients don’t disclose their result and cannot tell their partners to test HIV.” She said “There are
several patients who take their medications without the knowledge of their partners or children” .she
added “Some of the patients request  us to disclose their HIV result  to  their  family members  when they
bring them to the clinic, but we usually tell them  that , we cannot do this here  however  we support them
to disclose at home and to bring their family members for the testing”.  The other issue she raised was
about testing of children ,usually she said parents have difficult times and fears to get their children
tested  for HIV. One of the reason she mentioned for not testing their children is fear  ofchild being
positive. She said “I have one child for example who was diagnosed with HIV late because  his mother
could not bring him  for testing  early ,he came with TB OI and finally the mother disclosed her result to
him”. Sheadded ,the difficulty here is if children came late for  example after 8-10 years it is usually  hard
for them to accept their illness and it is also difficult for us to  convince them to adhere to treatment .
Therefore she said it is better  to test children early for better  treatment outcome ,  she added,” I had
children that were  tested  late in their age   who  refused  to take their medication and died”. She
reiterated  “For this reason we always tell parents in our follow up to bring their children for HIV testing
by providing health education “   She concluded by saying ,”In general  for better treatment outcome it
is good that   if individuals at risk are identified and  tested early , otherwise once patients are in
advanced stage with  OIs  it is difficult to treat and the outcome will not be good”. She also mentioned the
issue of discordant couples if not identified early and necessary measures are taken there is  a risk of
transmission to the HIV negative couple.
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An interview with the other key informant who is working in Zewdituhospital ,herself HIV positive but
working as adherence supporter in the hospital for couple of years ,her name not mentioned for purpose of
anonymity. Asked about her experience in HIV counseling and testing of family members of ART clinic
attendants she replied “ When patients come to our clinic for first time they are not stable ,the first thing
we do is to stabilize them by counseling and sharing our experience, once they are stable step by step on
next visits we suggest them to bring their untested family members(husband,wife,children) for HIV
testing. For the first time usually most of the patients refuse  to do so  because of several reasons ,we have
several patients who take their medications hiding from their partners .For this we repeatedly counsel
patients to bring their family members and most will bring their family member after long time but we
don’t force them “ . The other issue she raised was “ Most of the parents have difficult times in testing
their children because of fear of the child being positive. They say what will I do if my child becomes
positive? Others say my child is old and healthy how could he/she have HIV ?but we always teach them
by sharing our experience and showing  older children in our care ”
The third keyinformant ,adherence counselor nurse in Zewditu hospital shared her experience in tracing
of family members for  HIV testing when asked by saying “We always counsel our patients in every
opportunity we get to bring their untested family members for HIV counseling testing, but we have several
patients that have not brought their family members for HIV testing especially children because of fear of
their child being positive”. Furthermore she added” It is usually female attendants that have difficulty in
disclosing their result and bringing their husbands for HIV testing  because of  fear of violence and
separation as they are most of the time economically dependent on their husbands”.
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13Discussion
This study tried to describe the level of practice of bringing (tracing) untested  family members for HIV
counseling and testing among ART clinic attendants of Addis Ababa public hospitals focusing mainly on
the spouse/partners and children of index cases. As indicated in the result part, out of the 420 respondents
of the study i.e ART clinic attendants, 59(14.2%) of the respondents said that their spouses did not  know
their HIV status while 26(6.2%) were not sure of their partner’s HIV status at the time of the interview.
There are no similar previous studies in our set up, however, the finding is  much lower than similar study
done in Malawi large urban hospital,Balantyre  by Lungu M et al(2010)  where 37.7% of spouses of adult
ART clinic attendant were  reportedly untested.[24].This may be due to the difference in  socio-cultural
characteristic of the two settings. Other explanation may be the difference in HIV prevalence of the two
settings. Similarly the finding of this study indicated that out of the total  identified 411  children of ART
clinic attendants with less than 18 years of age 181 (44%) were not tested for HIV which is again much
lower than  the 81.2% finding of the Malawi study possibly due to similar reasons described above.
It was also shown that most 75 (97.4%) of the  respondents with unknown spouse HIV status were
counseled and supported by the clinic staffs to bring their family member to the clinic for HIV testing
and counseling. This is also in line with the qualitative finding in which three of the in-depth interview
participants said that they were counseled by the clinic staffs to bring their spouse/children for HIV
testing, in addition the key informants also mentioned that every patient is counseled  to bring his/her
untested family for HIV counseling and testing. It was also found  in the qualitative part that one of the
activities  of  adherence supporters is  counseling as well as giving health education to the  ART clinic
attendants to  disclose their result to their family members to bring untested members for  HIV testing by
sharing their experience as they are also HIV positive. These findings showed us that there are
encouraging efforts to identify and trace untested spouses and children in the hospitals where the study
was conducted.
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In the result it was also shown that among the 79 respondents having spouses  with  unknown HIV status
40 (50.6%)    told  or suggested their spouse  to get tested for  HIV and  the rest 39 (49.4%) did not tell or
suggest their spouse to get tested for HIV. The possible explanation for this was postulated to be issue of
disclosure ,stigma socio-demographic characteristics and so on. Based on this it was looked for possible
causes  and it was found out that disclosure status was found to be significantly  associated OR 28 95%
CI (7.2-108.8) with supporting or telling  spouse to get tested for HIV showing disclosure is key issue for
further step of telling spouse to get tested for HIV. Evidently ,this is because  it will be difficult for
patient to discuss about HIV testing and others unless they first disclose their HIV status to their spouses
as this was  also clearly shown in the qualitative part. In the qualitative part it was also found that fear of
separation ,violence ,fear of child being HIV positive and perceived no infection  of child were identified
as barriers to tracing of family members for HIV testing. This shows lack of knowledge gender inequality
,stigma are operating under the barriers.
The study also showed that among those untested spouses who were suggested or told by the respondents
The result also showed that 53 (12.6%) the respondents have not disclosure their HIV status to their
spouses/partners which is in slightly lower than the finding in a  study done in Bahir Dar by Mekonnen B
et al in 2007 which showed disclosure rate of 79.2%(non-disclosure rate 20.8%) to sexual partner[27].
The slightly improved non-disclosure rate could be due to the different setting in the study or improved
stigma and discrimination over the year gaps in the two studies
The finding that  almost all 99.5%  of the respondents having children less than 18 years were counseled
to bring their children for HIV testing which was also strengthened by the qualitative part , demonstrates
that there is the practice to access the untested children of ART clinic attendants.
The finding that children less than 8 years of age were more likely to get tested for HIV than children
greater than 8 years of age COR 1.93 ,95% CI(1.301,2.881) is consistent with the Malawi study by
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which found out that (13.6% vs 25.4% with P<0.0001). This finding can be explained by the thinking
and perception of  patients and health workers  that infants infected with HIV  through vertical
transmission cannot live past early childhood ,although it is documented that they can present late in their
teenage years .
This study also found out that there are significant number 109(38.5%)  of discordant couples which goes
parallel with finding in a study done in Uganda by Willy A et al(2005) which showed that among spouse
of ART patients 43% were having discordant result. This calls for strengthening  counseling and health
education service in the ART to identify it and prevent infection to the negative couple.
14Strength and Limitations of the study
Strength
 The study used both quantitative and qualitative parts to complement each other(triangulation).
 Logistic regression used in the analysis to minimize confounding.
Limitation
 The study used verbal reporting of respondents about testing status of family members which
could result in  social desirability bias.
 Though the hospitals were selected by random sampling from all the ten public hospitals in Addis
Ababa, respondents  having family members fulfilling criteria were interviewed  sequentially as
they came for follow up which could compromise external validity.
 No similar previous study in our setting creating difficulty to compare results.
40 | P a g e
9. Conclusion
The study demonstrated that there is encouraging practice of tracing family members of ART clinic
attendants for HIV counseling and testing .However, the study also showed that there are still
considerable number of family members  of ART clinic attendants ,especially children,  who are not
tested for HIV and are thus at risk. Disclosure to spouse was shown to be one of the factor in determining
facilitation of tracing family members for HIV testing.
10. Recommendations
Based on the findings it is recommended that careful attention should be given to  those ART clinic
attendants having untested family members.  Counseling service to clinic attendants needs to
be strengthened in order to let untested family members access HIV counseling and testing
service.
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13.Annexes
13.1. Annex I-Consent form and interview guide for qualitative part


Well come to the interview.
My name is ………………..and I work for………………and I come from …………We are here to discuss
on  the  issues of practice of HIV counseling and testing  of untested  family members of ART
clinic attendants  .There are no right or wrong answers. All comments, both positive and
negative, are welcomed. We would like this to be open interview, so feel free to express your
opinion honestly and openly .In order to not to miss any  points of the interview or discussion ,I
will be using tape recorder .I would like to confirm you that all your comments are confidential
and used for research purpose only, even  your treating doctor will not be informed about
anything you express.
Your name will not be recorded to protect your confidentiality.
Are you willing to participate in the interview? If yes .Thank you for your willingness
Interview Guide
-How did you get tested first?
Do you have family member or partner who is not HIV tested and what were the factors for not being
tested? Have you tried to convince your HIV untested spouse or partner to be tested what were the
responses? Do you think the counseling given at ART clinic helped you in convincing your partner for HIV
testing? What do you think is the importance of testing of your spouse or  partner? Have you
experienced any difficulty in testing your children for HIV what were the difficulties?
45 | P a g e
13.2. Annex II –Consent form for Questionnaires
Consent form
I am ---------------------------------working as data collector in this study that assess
the practice of  HIV counseling and testing of HIV untested family members of ART clinic
attendants in -------------------hospital. The study is run by Gondar University, in collaboration
with----------------------------.On this questionnaire your name will not be written and I am going to
ask some questions that touch personal life and secretes; in which all your answers will be kept
completely confidential. You do not have to answer question that you do not want to answer;
even you may end this interview any time you want too. However ,your honest answer to these
questions will help us understand better how patients are bringing their family
members/partners for HIV testing, in order to develop good strategies and solve the problems
for the future. We would greatly appreciate your truthful and keen participation in responding
to this questionnaire.
Identification Number----------------------------------------
Date of interview----------------------------------------------
Interviewer Name---------------------------------------------
Supervisor --------------------------------------------------
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13.3. English  and  Amharic version of  Questionnaires
Section I: Socio-demographic characteristics Section
101 Sex of respondent 1. Male 2. Female
102 Age (Incomplete years) -___________________
103 Ethnic group 1. Amhara 2. Oromo 3. Tigirie  4. Other
specify_______________
104 Marital status 1. Unmarried 2. Married 3. Divorced 4.
Separated 5. Widowed
105 Religion 1. Orthodox 2. Catholic 3. Protestant 4.
Mission 5. Other specify ____________
106 Education 1.Illitereate 2. Read & write 3. Elementary 4.
High school 5. Diploma Of above
107 Monthly income(birr) 1. Less than 100 Birr 2.100-250 3.251-500 4.
501-999 5. 1000 & above 6. I don’t know/
Variable
108 Working situation 1. Work active 2. Unemployed (Jobless) 3.
Pensioner 4. Student
109 Active substance use 1. Yes 2. No 3. No answer
111 What substance you use 1. khat, 2. cigarette 3. Alcohol 3. Other
specify__________
112 whom do you live with 1. Live alone 2. My family 3. My
parents 4. Unstable 5. With other
individuals 5.No Answer
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SectionII: Assessment of spouse/partner HIV status
201 When did you know your
status?
1. Less than one year
2. 1 year-3years
3. More than 3 years
202 How did you know your
status?
1. Voluntarily at VCT
2.  I was told to test HIV when I
came to health facility for other
service(PITC)
3.My spouse /partner told me to
get tested HIV( partner referral)
4. For HIV status certificate
needed to go to abroad
203 Have you started ARVs? 1. Yes 2. No
204 If yes for Q203, for how long
have you been on ART?
1.Less than one year
2.1year-3 years
3.More than 3 years
205 What is your current CD4
level?(Cross check with
patient chart )
1. Less than200/mm3
2. Between 201-350mm3
3. More than 351/mm3
206 How long have you lived
together with your current
spouse/partner?
1.Less than one year
2.1 year-2year
3.More than 2years
207 Have you disclosed your HIV
status to your
spouse/partner?
1.Yes
2.No
208 If answer to Q No. 207 is 2(
no). Why have not you
disclosed your status ?
1.Fear of separation
2.Fear of stigma
3.Fear of violence
4.I don’t think it is important
5.other reasons than mentioned
above
209 Does your spouse/partner
know his/her HIV status?
1.Yes
2. No
3.I don’t know
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210 If yes to Q No.208.How did
he/she get tested?
1. By himself  through VCT
2. Through my effort after
counseling service that I got
in ART clinic to counsel or
tell my spouse/partner to be
tested
3. Through counseling given to
him by health workers
4. Through other ways
211 What was his/her HIV test
result?
1. HIV positive
2. HIV negative
212 If answer to Q No.211 is
(1),is your spouse linked to
ART clinic?
1.Yes
2.No
213 If answer to Q No.212 is
yes(1) .Is your spouse on
ART?
1.Yes
2.No
214 If answer to Q No.209 is
no(2).Have you been
counseled or told by ART
clinic staffs to bring your
spouse/partner to be HIV
tested?
1.yes
2.No
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215 If  answer to Q No. 209 is
no(2) .Have you counseled or
told your spouse/partner to
be HIV tested?
1.Yes
2.No
216 If answer to Q No. 215 is no(2).Why
have you not counseled/told your
spouse /partner to be tested?
1.Becouse I have not disclosed  my
HIV status to my spouse/partner, I
could not do that
2.Because I felt even if I tell him/her
she/he would not accept HIV
testing
3.Because I was not told or
adequately counseled by ART clinic
staffs to bring my spouse /partner
for HIV testing.
4.Because I felt there is no
importance of HIV testing for my
partner.
5.Because I felt my partner knows
his/her result beforehand
6.Other reasons than mentioned
above(Please mention)
217 If Answer to Q 215 is
Yes(1).Why have not your
spouse or partner not tested?
1.Because he/she feels it is
not important to be tested
2.Fear of stigma and
discrimination
3.Does not want to know
his/her status
4.Reason not known
5.Other reason than
mentioned above(please
mention)
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Section III: Assessment children HIV status andtesting practice
301 Do you have children below 18
years of age?
1. Yes 2. No
302 If yes to Q201, please fill out the following
S.N Age Testing status* HIV test result**
*Write 1 if tested 2 if not tested  ** Write 1 if positive 2 if negative and 3
if not known
303 Have you been counseled by health
workers in ART clinic to bring your
children for testing?
1.Yes
2.No
304 Are there any of your children that
are not tested for HIV?
1.Yes
2.No
305 If answer to Q. No. 305 is Yes(1).Why are not
they tested for HIV?
1.Fear of being positive
2.Fear of stigma and
discrimination
3.Feeling of no use of testing the
child
4.I was not told by health workers
to bring my child for HIV testing
5.Age of the child less than 18
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months
6. To let the child to decide by
himself/herself.
7.Other reasons than mentioned
above(mention)
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111 ›G<” ¾T>•\ƒ ŸT” Ò` ’¨<; 1. w‰¾” 2. ŸƒÇ` ›Ò_/ÕÅ—Â/
ŸMÐŠ 3. Ÿ¨LÐŠ 4. ›”É x
ÁM}¨c’ 5. ÅvM 6. SMe ¾K˜U
ክፍልሁለት፡ ጓደኛወይንምየትዳርአጋር የ ኤችአይ ቪ ሁኔታ
}.l. SÖÃp SMe ¢É
201 የ ኤችአይ ቪ ውጤቶንመችአወቁ? 1. ከአንድዓመትያንሳል
2. ከ2-3ዓመት
3. ከ3 ዓመትበላይ
2®2 የ ኤችአይ ቪ ውጤቶንመጀመሪያእንዴትአወቁ ;:: 1. በፈቃደኝነትላይየተመስረተኤችአይ ቪ ምርመራበማድረግ
2. በሀኪምእንድመረመርበተደረገልኝምክር
3. ጓደኛዬ /የትዳርአጋሬእንድመረመርስለገፋፋኝ/ችኘ
4. ¨Å ¬ß HÑ` KSH@É KT>ÁeðMÓ S[Í U`S^ dÅ`Ó::
2®3 ፀረኤችአይ ቪ መድኃኒትመውሰድጀምረዋል; 1.አዎን
2.አልጀመርኩም
2®4 ጥ.ቁጥር 203 አዎከሆነ.
መድሃኒትከጀመሩምንያህልጊዜሆኖታል;
1.ከ 1 ዓመትበታች
2.ከ1-3 ዓመት
3.ከ3 ዓመትበፊት
2®5 አሁንያለው የ ሲ ዲ ፎር/CD4/ መጠንዎምንያህልነው;/ 1.ከ 200 በታች
2.ከ201-350
3.ከ351 በላይ
2®6 አሁንካለውየትዳርአጋሮ/
ጓደኛዎጋርለምንያህልጊዜአብረውቆይተዋል;
1.ከ1ዓመት በታች
2.ከ1-3 ዓመት
3.ከ 3 ዓመትበላይ
2®7 የኤችአይ ቪ ዉጤቶንለትዳርአጋሮ/ጓደዎአስታውቀዋል; 1.አዎን
2.አላስታወቁም
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2®8 ጥ.ቁጥር 207 መልስአላስታወኩምከሆነ፡፡
ያላሳወቁበትምክንያትምንይሆን;
1.የመለያየት ስጋትስላደረብኝ
2.የመገለል ስጋትስላደረብኝ
3.ከትዳር አጋሬ/ ጓደኛዬአደጋይደርስብኛልብዬስለሰጋሁ
4.ይጠቅማል ብዬስላላሰብኩ
5.ከላይ ከተዘረዘሩትሌላምክንያት
209 የትዳርአጋሮ /ጓደኛዎኤችአይ ቪ
ተመርምረውዉጤታቸውንአውቀዋል; 1.አዎን ፤አውቀዋል
2.አይ ፤አላወቁም
3.አርግጠኛ አይደለሁም
210 ጥ.ቁጥር 209 መልስአዎን(1) ከሆነ፡፡ የትዳርአጋሮ
/ጓደዎኤችአይ ቪ እንዴትሊመረመሩቻሉ;
1.በራሳቸው ፍላጎትበፈቃደኝነትላይበተመሰረተኤችአይ ቪ ምርመራበማድረግ
2. የትዳርአጋሬን /ጓደኛዬንእንዳስመረምርበፀረ-ኤችአይ ቪ
ህክምናክፍልበተደረገልኝምክርአገልግሎትበመጠቀምአንደትመረመር/እንዲመረመርበደረኩትግፊት
3. በሐኪምእንዲመረመሩበተደረገላቸውምክር
4.በሌላ መንገድ
211 ጥ.ቁጥር 209 መልስአዎንከሆነ፡፡የኤችአይ ቪ
ምርመራዉጤታቸውምንድንነበር;
1.ቫይረሱ በደማቸውአለ
2.ቫይረሱ በደማቸውየለም
212 ጥ.ቁጥር 210 መልስቫይረሱበደማቸውአለ(1)
ከሆነ፡፡የትዳርአጋሮ /ጓደኛዎወደፀረ-ኤችአይ ቪ
ክትትልክፍልገብተዋል;
1.አዎ
2.አልገቡም
213 ጥ.ቁጥር 212 መልስአዎ(1) ከሆነ፡፡የትዳርአጋሮ /ጓደኛዎፀረ-
ኤችአይ ቪ መድሃኒትጀምረዋል;
1.አዎን
2.አልጀመሩም
214 ጥ.ቁጥር 209 መልስአላወቁም(2) ከሆን፡፡ የትዳርአጋሮን/
ጓደኛዎንአምጥተውእንዲያስመረምሩበፀረ-ኤችአይ ቪ
ህክምናክትትልክፍልባለሙያዎችምክርተሰጥተዎታል?
1.አዎ፤ተሰጥቶኛል
2 አልተሰጠኝም
215 ጥ.ቁጥር 209
መልስየትዳርአጋሬ/ጓደኛዬተመርምረውውጤታቸውንአላወቁም(2)
ከሆነ፡፡የትዳርአጋሮን /ጓደኛዎንበመምከርኤችአይ ቪ
አንዲመረመሩለመርዳትጥረትአድርገዋል;
1.አዎን
2. አልመከርኳቸውም
216 ጥ.ቁጥር 215 መልስአልመከርኳቸውም(2)
ከሆነ፡፡ያልመከሯቸውመክኒያተምንይሆን;
1.የእኔን የኤችአይቪምርመራውጤትለትዳርአጋሬ
/ጓደኛዬስላልገለጽኩእንዲመረመር/እንድትመረመርለመንገርአልቻልኩም
2.እንዲመረመር/እንድትመረመርብመክረውም/ብመክራትምይመረመራል
/ትመረመራለችብዬስላላሰብኩ
3.የትዳር አጋሬን/ጓደኛዬንእንዳስመረምርበቂምክርናድጋፍ በ ፀረ-
ኤችአይቪክትትልክፍልባለሙያዎችስላልተሰጠኝ
4.የትዳር አጋሬ/ጓደኛዬኤችአይቪቢመረመርይጠቅመዋልብዬስላላሰብኩ
5. .የትዳርአጋሬ/ጓደኛዬየኤችአይቪምርመራውጤቱን/ውጤቷንአስቀድማታውቃለችብዪስለማስብ
6. ከላይከተዘረዘሩትምክንያቶችሌላ (ይጠቀስ)
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217 ጥ.ቁጥር215መልስ አዎ(1) መክሬያቸዋለሁከሆነ፡፡
የትዳርአጋሮ/ጓደበኛዎኤችአይ ቪ
ያልተመረመሩነትምክንያትምንይሆን;
1.ኤች አይ ቪ
መመርመርይጠቅማልብሎ/ብላሰለማያስብ/ስላማታስብመመርመርአልፈለገም/አልፈለገችም
2.ኤች አይ ቪ በደሜዉስጥቢገኝመገለልይደርስብኛልብሎ/ብላስለሚያስብ/ስለሚታስብ
3.የኤች አይ ቪ ዉጤቱን/ዋንማወቅስለማትፈልግ
4.ምክኒያቱ/ዋ አይታወቅም
5.ከላይ ከተጠቀሱትምክንያቶችሌላ(ይጠቀስ)
ክፍልሦስት፡ የልጆች የ ኤችአይ ቪ ሁኔታ
}.l. SÖÃp SMe ¢É
301 ዕድሜው ከ 18
ዓመትበታቸየሆነልጅአለዎት;
1.አዎን
2.የለኝም
302 ጥ.ቁ301, አዎንከሆነየሚከተለውንሰንጠረዥይሙሉ
ተ.ቁ ዕድሜ የ ኤችአይ ቪ
ምርመራሁኔታ*
የ ኤችአይ ቪ
ምርመራዉጤት**
*ከተመረመረ 1ን ይጻፉከልተመረመረ 2 ን ይጻፉ ** ኤችአይ ቪ ፖስቲቭከሆነ 1ን ይጻፉኤችአይ
ቪ ኔጋቲቭከሆነ 2ን ይጻፉ ፤ካልታወቀ 3ን የጻፉ
303 በፀረ-ኤችአይ ቪ
ክፍልባለሙያዎችኤችአይ ቪ
ያልተመረመረ/ሩ
ልጆንእንዲያስመረምሩምክርተሰጥቶታል;
1.አዎ
2.አልተነገረኝም
304 ኤችአይ ቪ ያልተመረመረ/ሩ
ልጆችአሎት;
1.አዎ
2.የለም
305 ጥ.ቁ 304 መልስአዎ (1) ከሆነ ፡፡
ልጆያልተመረመረበትምክንያትካለ;
1. ልጄፖዘቲቭቢሆንከሚልስጋት
2. መገለልናመድሎይደርስብኛልከሚልስጋት
3. ቢመረመርምጥቅምየለዎምበምለል
4. ልጄንእንዳስመረምርበባለሙያምክርስላልተሰጠኝ
5. የልጄእድሜ ከ 18 ወርበታችስለሆነ
6. በራሱ/በራሷወስናእንዲመረም/እንድትመረመርበመተው
7. ከላይከተጠቀሱትውጭሌላምክንያት(ይጠቀስ)
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